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It's only the lead reindeer who gets a change In scenery. Table 3 I, covered over each of our many deficiencies.
Some time you'll come to a fork in the road.
In Boston, 1 was introduced to the magic of breast milk ( Fifty years ago, the main thrust for infant feeding was the recommendation that the best feeding for infants was mother's milk. This has not changed. Fifty years ago, childhood nutrition was governed by the "basic four" (Tables 4 and 5 ). This has been modified by the United States Department of Agriculture pyramid (Fig. 2) .
In the intervening 50 years, a few notable changes have occurred, hopefully with improved results. Many mothers were called on to work in factories during World War 11, and breast feeding declined. The standard infant formula of that era was an evaporated milk formula ( Table 6 ) that was generally satisfactory but resulted in some illnesses including diarrhea in about 10% of infants. Formulas that more closely simulated human milk were developed with decreased protein, a single sugar, and substitution of vegetable fat for butter fat. Complications related to the formula and morbidity markedly decreased to present levels. For those intolerant of cow's milk, soy-based or hydrolyzed protein milks were developed, using techniques developed propitiously. The importance of delaying introduction of supplemental food was recognized. Foods for those with inborn errors of metabolism were created. Nutrition for children with diabetes became more rational.
A major change occurred as a corollary to the development of packaged formulas. With evaporated milk as the standard feeding of the bottle-fed, every hospital with a delivery room was required to have an infant formula room. These rooms were generally 200-400 square feet, contained a bottle washer and autoclave, and usually had a nurse or nurse's aide on duty part of the day to prepare formulas, a cross that hospital administrators had to bear.
Major changes occurred in the feeding of prematurely born infants. The standard formula of that era was a high-protein, low-fat milk, which resulted in azotemia, hyperelectrolytemia, and diarrhea in as many as 50% of premature infants. Almost no premature infants with birth weights less than 1500 grams survived. About 40 years ago, formulas similar to present formulas for term infants were given to the premature infants with dramatic improvement in outcome of infants with birth weights of 1500 grams or more. Although not universally accepted, agreement was reached regarding requirements for growth.
About 30 years ago, neonatologists found a new weapon for respiratory therapy. Survival of premature infants with birth weights less than 700 grams is now common, requiring reinvestigation of nutritional needs of these very-low-birth-weight infants, a process presently in evolution. Vitamin E, other antioxidants including P-carotene, long-chain polyunsaturated fatty acids, inositol, iron, zinc, other trace minerals (Table 7) , and other trace substances are under investigation and require appropriate definition.
The next 50 years will undoubtedly bring even more striking nutritional changes. Until now, the main goals of feeding were measured by life and growth. Already, new, more sophisticated measures are being introduced, particularly those related to behavior, development, and delay of degeneration and degenerative diseases (Table 8) . DNA technology will bring new foods, special foods to modify the genes of the host will be developed, and dietary neurotransmitters will be used effectively. Concomitantly, expectations of what nutrition can and cannot do will become more rational toward making a healthier and better (?) world.
Before concluding, I must note that anything I accomplish is not possible without the unquestioning support of my family, and reiterate that any kudos I may receive are entirely due to the productivity and accomplishments of my students.
